Objective -To study the role of magnetic resonance imaging (MiRI) 
shunted hydrocephalus to such an extent that it can be recommended as the primary imaging method for every child with this disorder.
(Arch Dis Child 1994; 70: [530] [531] [532] [533] [534] [535] Although computed tomography has been used successfully for the diagnosis and follow up of children with hydrocephalus,1 small obstructive lesions may remain undetected and it has major drawbacks when attempting to illustrate the posterior fossa anatomy. Sometimes more invasive additional methods such as cisternography and ventriculography have been employed to visualise the ventricular and cisternal anatomy and cerebrospinal fluid dynamics.2 Because of its multiplanar Shunting may affect the position of the cerebellar tonsils and a slightly low position of the tonsils may be seen in normal population. The clinical findings in Chiari I malformation usually manifest first in early to middle adulthood,7 which makes it less likely in the paediatric population we studied.
Separating Chiari I and Chiari II malformations was not always straightforward, although a Chiari II malformation is almost invariably associated with meningomyelocele. In three of the new cases with a Chiari I malformation other significant findings, including severe corpus callosum changes, wide tentorial incisura, upward bulging of vermis and cerebellum, gaping foramen magnum, enlarged interhemispheric fissure, and other wide posterior subarachnoidal cerebrospinal fluid spaces were seen. These findings resembled those seen in Chiari II malformations. We mostly relied on the posterior fossa changes, which were more extensive in Chiari II malformation with downward displacement of the fourth ventricle, medulla and cerebellum, whereas in Chiari I malformation only the cerebellar tonsils were seen below the foramen magnum. The other morphological changes in these three patients with Chiari I malformation may have been the sequelae of a colpocephalic hydrocephalus seen in the preshunting computed tomograms.
MRI provided additional information in a substantial proportion of our patients (55-7%). Many major parenchymal changes (for example, white matter lesions, microgyria, and corpus callosum abnormalities) were depicted more distinctly than in computed tomography, which is not surprising, as the superiority of MRI is well documented in these instances.4 1112 The time elapsing since computed tomography was in some cases quite long, however (up to 3-6 years), which may have influenced the results, especially the detection of white matter changes. In three cases parenchymal calcifications were present on computed tomography that were not visible on MRI (only one showed a faint increase in signal intensity). This is a known defect in MRI that may even influence the classification of hydrocephalus, as these calcifications are often associated with previous infection and may suggest leptomeningeal inflammation as the cause.
Meningeal enhancement was seen more often in patients with one or more revisions of the proximal end of the catheter than in those without revisions. Meningeal enhancement in MRI may involve multiple aetiological factors, including postoperative, infectious, or carcinomatous inflammation and fibrosis.'1'6 Accordingly, meningeal enhancement is not an alarming finding in shunted patients but probably reflects only the sequela of many operations, effusions, and infections.
Cysts and other cerebrospinal fluid spaces were also better delineated, due to the multiplanar imaging. We encountered, however, difficulties in diagnosing and categorising posterior fossa cerebrospinal fluid collections, Dandy-Walker cyst, Dandy-Walker variant, and mega cistema magna, on MRI. After 
